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This briefing paper provides solutions towards solving the health crisis facing Aboriginal and Torres Strait
Islanders. It draws on published data and the expertise of the National Aboriginal Controlled Community Health
Organisation.

A comparative analysis of national health data for Indigenous populations in Australia, New Zealand, Canada
and the United States of America (USA) finds that Australia ranks bottom in the league table of first-world nations
working to improve the health and life expectancy of Indigenous people. The key health indicators make it plain:

Aboriginal and Torres Strait Islanders die nearly 20 years younger than non-Indigenous Australians. This is
in stark contrast to the USA, Canada and New Zealand where the life expectancy for Indigenous people is
approximately seven years less than the non-Indigenous population

Aboriginal and Torres Strait Islander infant mortality is three times the rate of non-Indigenous Australians
and more than 50 per cent higher than for Indigenous children in the USA and New Zealand

These health indicators are not only a national scandal: they are an international scandal when compared to
recent health advances in Indigenous populations in other first-world countries.

This paper argues that the poor health in Australia's Aboriginal and Torres Strait Islander population is
preventable. Many of the poor health outcomes for Aboriginal and Torres Strait Islanders are related to social
and economic factors: diseases triggered by poverty; overcrowded housing; poor sanitation; lack of access to
education; poor access to medical care for accurate diagnosis and treatment; and poor nutrition.

A well planned allocation of human resources linked with an increased investment in health infrastructure,
including primary healthcare, as well as adequate housing and the promotion of healthy lifestyles can contribute
to health equality between Aboriginal and Torres Strait Islanders and non-Indigenous Australians.

The increase in investment required is modest. The paper cites evidence from the National Aboriginal
Community Controlled Health Organisation showing that increased funding for Aboriginal and Torres Strait
Islander health services is needed in the range of $350 — $500 million per annum. Evidence suggests this
additional funding will deliver positive outcomes, the paper citing several examples of pioneering health
interventions in Aboriginal and Torres Strait Islander communities that have resulted in significant, sustained
improvements in their health.

At minimum, achieving health equality for Aboriginal and Torres Strait Islander health within 25 years will require
federal, state and territory leaders from all sides of politics to commit to an agreed time frame for achieving
health equality. Additionally, specific measures should be funded:

1.

Improved access for Aboriginal peoples and Torres Strait Islanders to culturally appropriate primary health
care, and to a level commensurate with need

2. Increasing the number of health practitioners working within Aboriginal health settings, and further
development and training of the Indigenous health workforce

3. Improving the responsiveness of mainstream health services and programs to Aboriginal peoples and Torres
Strait Islander health needs

4. Greater targeting of maternal and child health and greater support for Indigenous-specific population
programs for chronic and communicable disease

5. Greater funding and support for the building blocks of good health such as awareness and availability of
nutrition, physical activity, fresh food, healthy lifestyles, and adequate housing

6. Setting national targets and benchmarks towards achieving healthy equality, by which progress can be

closely monitored



1. INTRODUCTION

An analysis of national health information gives a powerful insight into the ongoing legacy of colonisation on the
Aboriginal people of Australia, New Zealand, Canada and the United States of America (USA).

While these first-world nations boast first class health systems, the key health indicators clearly show that their
Indigenous people do not share equally in the benefits from these systems.

Social injustice is largely responsible for the disparity in outcomes that sees Indigenous people suffer a far
greater health burden than non-Indigenous people. In Australia, Aboriginal and Torres Strait Islanders
experience lower levels of access to health services than the general population, in some part due to residing
further from health services, and also as a result of poorer socio-economic status, lack of availability of transport
and inability to speak English.1 Of great concern is that despite widespread acknowledgement of the gap and
actions to address it, progress appears to be minimal in Australia.

This briefing paper draws on an academic literature review that considered published peer-reviewed and
government accounts of health outcomes for Aboriginal people over the last decade. It focuses on the Aboriginal
people of Australia, New Zealand, Canada and the USA. The review: ‘Indigenous Health — International
Comparative Research’ was conducted by Dr Jane Freemantle, Dr Kirsty Officer, and Mr Daniel McAullay at the
Telethon Institute for Child Health Research, Centre for Child Health, University of Western Australia.

More than 2,500 papers and reports were discovered through the literature search. Of these, 530 were
considered for inclusion in the literature review. The number of papers identified for the specific topics were
mortality, 31; injury, 28; cardiovascular, 32; infection, 93; respiratory, 26; rheumatic heart disease, 23; suicide,
31; mental health, 43; diabetes, 32; renal, 37; HIV, 27; sexually transmitted diseases, 22; and health status,
105.2

This paper provides solutions being urged by the National Aboriginal Community Controlled Health Organisation
(NACCHO) so that health equality can be achieved within 25 years — a challenge laid down to Australia by the
Aboriginal and Torres Strait Islander Social Justice Commissioner, Tom Calma.? Finally — and perhaps most
instructively — the paper contains success stories about organisations that are having an impact in improving
Aboriginal and Torres Strait Islander health.
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KEY INDICATORS

Disparities exist in reported life expectancy in the four countries between Aboriginal and non-Aboriginal people.
However, the highest disparity between Aboriginal and non-Aboriginal people and the lowest life expectancy has
been reported in Australia for Aboriginal and Torres Strait Islander peoples. The adult mortality rate has not
improved significantly over the past decades and is now six to eight times that of the total population.* Aboriginal
and Torres Strait Islanders have a life expectancy of approximately 20 years less than non-Indigenous
Australians.

Chronic conditions including heart disease, stroke, diabetes and renal failure represent a serious and escalating
health burden for the Aboriginal and Torres Strait Islander populations in Australia. The incidence of chronic
disease is much more common in Aboriginal and Torres Strait Islanders compared with non-Indigenous
Australians and it occurs at a much younger age. Major contributing factors are persistent social and economic
disadvantage coupled with poor access to health care and poor nutrition.

The slow rate of improvement in health and increase in mortality in Australia is in stark contrast to the most
recent trends in New Zealand, Canada and the USA where life expectancy gaps have been reduced to three and
seven years respectively.5

Life expectancy was similar for New Zealand’s Maori people (69 years) and for First Nations people of Canada
(68.9 years) and lowest for Australian Aboriginal and Torres Strait Islander males (56 years). The life expectancy
of Indigenous females was highest for Canadian First Nations females (76.6 years) and lowest for Aboriginal and
Torres Strait Islander females (63 years).® (See Table 1.overleaf)

These figures reinforce the finding of the United Nations Human Development Report from 2003, the proportion
of Aboriginal and Torres Strait Islander Australians expected to live to age 65 is lower than underdeveloped
nations like Bangladesh and Nigeria.7

Infant mortality differences between Indigenous and non-Indigenous populations

Infant mortality is also higher and the disparity greater among Aboriginal and Torres Strait Islanders than the
rates reported in New Zealand, Canada and the USA. The latest statistics on child mortality show Aboriginal and
Torres Strait Islander children are almost five times as likely to die before the age of five as non-Indigenous
children.? Infant mortality has improved since the 1970s but is still over three times that of the total Australian
population.®

Mortality in the early years, particularly in the first year of life, is an important measure of the effectiveness and
availability of health services for mothers and children. The data on infant mortality is relatively accurate because
it comes from the one data set. Consequently disparities in infant mortality rates between rich and poor nations
and between Aboriginal and non-Aboriginal children are important and relatively accurate indications of
inequalities in social and economic status as well as inequalities in the availability of healthcare.™

The rate of Indigenous infant mortality was highest among Australian Aboriginal and Torres Strait Islanders
(14.3/1,000 live births) and lowest among Canada’s First Nations people (6.4/1,000 live births). The relative
difference was highest among Australian Aboriginal and Torres Strait Islanders (three-fold) and lowest among
First Nations people (1.2). The highest proportion of Indigenous babies born prematurely at less than 31
completed weeks was observed among Australian Aboriginal and Torres Strait Islanders (13 per cent).

(Further comparative information on diseases can be found on pages 17-24.)



TABLE I: Comparing Life expectancy (LE) — Indigenous and non-Indigenous peoples

Australia* New Zealand* Canada* USA*

Aboriginal American

and Torres Indians/

Strait First Alaskan

Islander (A Maori (Al Nation (Al natives (Al
LE (years)
Males 56 (76.6) 69.0 (76.3) 68.9 (76.3) 67.4 (74.1)
Females 63 (82.0) 73.2 (81.1) 76.6 (81.8) 74.2 (79.5)
Median age 21 (35) 22.0 (33.9) 24.7 (37.7) 27.8 (35.8)
Infant mortality
(per 1000 live births) 143 (4.7) 8.9 (5.7) 6.4 (5.3) 9.8 (6.8)
Low birth weight
(proportion of LBW 13% (6%) 8% (6%) 5% (6%) 6% (8%)
live births)

*Aboriginal compared with (all non-Aboriginal)
SOURCES "

The table shows:
e Aboriginal and Torres Strait Islanders die nearly 20 years younger than non-Indigenous Australians

e The difference in life expectancy for Indigenous people compared to non-Indigenous people is
approximately seven years in the USA and Canada, 7.5 years in New Zealand and nearly 20 years in
Australia

e Aboriginal and Torres Strait Islander infant mortality is three times the rate of non-Indigenous Australians.
Nearly three times as many Aboriginal and Torres Strait Islander children die before the age of five than
Indigenous children in Canada. Infant mortality rates for Aboriginal and Torres Strait Islanders are more than
50 per cent higher than for Indigenous children in the USA and New Zealand

e 13 per cent of Indigenous babies born in Australia are of low birth weight — more than double the incidence
of low birth weight babies in Indigenous populations in Canada and the USA; and more than 60 per cent
higher than the frequency of low birth weight Indigenous babies born in New Zealand

“ .
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Aboriginal peoples and Torres Strait Islanders have a lower life expectancy than any other first-world country
Indigenous population. Put simply, Australia ranks bottom in a league table of first-world wealthy nations working
to improve the health and life expectancy of Indigenous people.

The reasons why other nations have been able to make significant strides toward health equality between
Indigenous and non-Indigenous people are multifaceted. However, it is clear that political leadership and will
have been major factors in achieving health gains and improvements in wellbeing for Indigenous peoples in New
Zealand, Canada and the USA beyond what Australia has been able to deliver for its own Indigenous population.
It is inconceivable that a country as wealthy as Australia cannot solve a health crisis affecting less than 3% of its
population.

Poor health affecting Aboriginal peoples and Torres Strait Islander communities is preventable. As the data
shows, most of the diseases leading to premature death, hospitalization and chronic disability are preventable if
diagnosed early, and treated with affordable medicines.'”” Also, the onset of a significant proportion of
communicable disease could be prevented if overcrowded housing was addressed and health hardware was
made available.

A well planned allocation of human resources linked with an increased investment in health infrastructure,
including primary healthcare, as well as adequate housing and the promotion of healthy lifestyles can contribute
to Aboriginal and Torres Strait Islander health equality with other Australians.

There are clear signs of some improvement in health status — infant mortality rates are continuing to fall,
communicable disease mortality is falling, and research shows some improvement in some chronic diseases.™
Aboriginal community-controlled health services that are funded to levels required to deliver best practice
improve antenatal attendances and reduce low birth weight.14

These improvements are testament to the fact that change can be made. But as most of the changes to
communicable disease prevalence are due to the introduction of specific initiatives such as better vaccines and
expanded primary healthcare, the magnitude of these gains would be multiplied significantly if investments
commensurate with need were made to core primary healthcare services.

Without these investments, the continuation of short-term incremental programs might undermine the gains
already made as a new generation of Aboriginal children are born to the continuing influence of adverse health
determinants and poor access to primary healthcare (and hence medicines and other treatments).15

Australians spend $1.9 billion on confectionery each year. Just one-quarter of this sum, an allocation of an
additional $460 million annually towards culturally appropriate primary healthcare services, could help solve this
health crisis if governments followed the recommendation of the Australian Medical Association (AMA).16 The
AMA’s proposal of $460 million in additional funds to bring about primary healthcare equity for the Aboriginal and
Torres Strait Islander population is equivalent to a 1 per cent increase in the federal health budget and merely
represents the shortfall in current spending when the level of health need is factored.

The National Aboriginal Health Controlled Community Organisation’s 2006 budget submission “Initiatives for the
2007/08 Budget Considerations” ' makes the following important points:

e An additional $460 million per annum would help fix the shortfalls in primary healthcare funding for
Aboriginal and Torres Strait Islander peoples. There have been five estimates of the approximate
shortfall in funding for Aboriginal and Torres Strait Islander health services — all five put the shortfall in
the range of $350-$500 million per annum



e There is every reason to be confident that the additional expenditure and associated programs would
produce 30 per cent reduction in mortality in ten years or less — as this has previously occurred in New
Zealand, Canada and the USA

e The health sector has an important role to play in encouraging other areas of the government and public
service (i.e. ministers and senior public servants in other portfolios) to play a more definitive role in
health relating to their areas of responsibility e.g. education and housing

o While there is attention on the significant increases in the Office of Aboriginal Torres Straight Islander
Health (OATSIH) budget, Access Economics points out that the OATSIH budget is a relatively small
portion of overall expenditure on Aboriginal and Torres Strait Islander health. The crucial shortfall is in
the mainstream Medical Benefits Scheme/Pharmaceutical Benefits Scheme programs. Until Aboriginal
and Torres Strait Islander peoples get their share of these programs (on a needs basis), the gap in
equitable funding will not narrow. (While spending on Aboriginal and Torres Strait Islander health has
increased, it hasn’t done so any faster than for the rest of the population so the expenditure gap hasn’t
narrowed.)

e The net effect is that Australia has in effect run a system in which Aboriginal and Torres Strait Islander
peoples receive a lesser level of service right across the continuum of care than the rest of the
population — less on prevention, less on primary healthcare , less for surgery in hospital and less for
rehabilitation. The apparent higher expenditure on hospital care is almost certainly less than it should be
on a needs basis, given the higher illness levels

e Spending less on people with worse health is not good national policy. The Federal Government,
through programs under its own direct control (i.e. Medical Benefits Scheme/Pharmaceutical Benefits
Scheme, OATSIH, aged care but excluding transfer payments to the states), spends approximately 70c
per capita on Aboriginal and Torres Strait Islander people for every $1 spent on the rest of the population

The critical shortfalls are on primary healthcare and prevention and these are the circuit breakers for improving
Aboriginal and Torres Strait Islander health. The importance of early intervention in childhood to prevent poor
health outcomes in adulthood should not be underestimated. What’s needed most of all is a comprehensive
national program to improve maternal and child health as a starting point towards improving the health of the
next generation of Indigenous Australians. Such programs would aim to improve antenatal and neonatal care,
increase birth weight and reduce premature delivery.'®

The Community Development and Employment
Program, run by the shire of Mornington Island,
provides training and employment opportunities
for local men. The men are given training in
vocations such as carpentry and horticulture.
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WHAT MUST BE DONE BY FEDERAL, STATE and TERRITORY LEADERS

At minimum, achieving health equality for Aboriginal and Torres Strait Islander health within 25 years will require
federal, state and territory leaders from all sides of politics to commit to an agreed time frame for achieving
health equality.19

SPECIFIC FUNDING PROPOSALS:
The following specific measures should be funded and examples are outlined below:

1. Improve access for Aboriginal peoples and Torres Strait Islanders to culturally appropriate primary
healthcare, and to a level commensurate with need

2. Increase the number of health practitioners working within Aboriginal health settings, and further
development and training of the Indigenous health workforce

3. Improve the responsiveness of mainstream health services and programs to Aboriginal peoples and Torres
Strait Islander health needs

4. Greater targeting of maternal and child health and greater support for Indigenous-specific population
programs for chronic and communicable disease

5. Greater funding and support for the building blocks of good health such as awareness and availability of
nutrition, physical activity, fresh food, healthy lifestyles, and adequate housing

6. Set national targets and benchmarks towards achieving healthy equality, by which progress can be closely
monitored

These initiatives are in-line with current health policies such as the National Strategic Framework for Aboriginal
and Torres Strait Islander Health (2003-2013) which has seen a commitment from state and federal
governments.20

1. Improve access for Aboriginal peoples and Torres Strait Islanders to culturally appropriate primary
healthcare, and to a level commensurate with need

The need to improve comprehensive primary healthcare commensurate with need has been described as
necessitating four times higher per capita spending for Aboriginal-specific primary healthcare services than is
currently the case. The cost per capita for Indigenous-specific primary healthcare service delivery should be
approaching $1,300 per capita, compared to the current spending of only $300 per capita.21

According to Access Economics commissioned by the AMA, the additional cost of providing primary
healthcare to the level commensurate with need has been estimated at $460 million per annum.?* This is
the cost incurred in providing Medicare services to meet the level of health need, to ensure medicines are
supplied that are not currently being provided, and to ensure dental services and medical consumables including
appliances that cannot currently be accessed.

The relative under-use of Medicare and the PBS by Aboriginal Australians has for many years been termed the
“missing millions” by health bureaucrats. The Federal Government should move to ensure these funds are made
available to Aboriginal peoples to supplement core primary healthcare immediately. Thus, as Access Economics
have stated: “The debate is not about the compass setting, but rather about the speed with which the goals are
being pursued”.



Primary healthcare services infrastructure can be funded as an up-front capital cost or financed on a pay-as-you-
go basis. Access Economics express this cost as an ongoing annual charge — as a percentage of recurrent costs
estimated at 35 per cent. Thus, an estimate of $120 million per annum would be the annualised cost of the
additional infrastructure required by the higher staffing levels.

The effect of increasing funding to core primary healthcare would, over time, reduce the cost of hospital services
(both in admissions rates and in utilization of non-admitted services). This would thus partially offset the
increased expenditure in primary healthcare.

Funding to this level and additional resourcing for infrastructure would improve the capacity of these services to
deliver the core elements of primary healthcare as shown in the table below:

Core primary healthcare delivered by Aboriginal community controlled health services
1. Clinical Services

¢ Primary clinical care such as treatment of illness using standard treatment protocols, 24 hour emergency care,
provision of essential drugs and management of chronic illness

¢ Population health/preventive care such as immunisation, antenatal care, appropriate screening and early
intervention (including adult and child health checks and secondary prevention of complications of chronic disease),
and communicable disease control

¢ Clinical support systems such as pharmaceutical supply system and comprehensive health information system
(population registers, patient information recall systems, and systems for quality assurance)

2. Support Services
Internal to the health service
o Staff training and support such as Aboriginal health worker training, cross cultural orientation, continuing education

¢ Management systems that are adequately resourced, financially accountable and include effective recruitment and
termination practices

¢ Adequate infrastructure at the community level such as staff housing and clinical facilities, and functional transport
facilities

External to the health service

e Systems for supporting visiting specialists and allied health professionals (including dental, mental health etc),
medical evacuation or ambulance services; access to hospital facilities

¢ Training role for tertiary and other students

3. Special Programs

Based on locally relevant priorities and the availability of funds for programs directed at rheumatic fever, substance
misuse, nutrition, environmental health, particular target groups such as youth, aged and disabled people, young
mothers, school children etc.

4. Advocacy and policy development

Support for the community on local, state and federal issues

Sourced from Aboriginal and Medical Services Alliance Northern Territory.

The Federal Government and every state and territory government fully supports culturally appropriate primary
healthcare services such as Aboriginal Community Controlled Health Services (ACCHS) for Aboriginal peoples
and Torres Strait Islanders. These services are accessible to Aboriginal and Torres Strait Islanders, are
substantial providers of comprehensive primary healthcare, are important players in assisting with social change,
and are fully supported within Australia. Moreover, these services are delivered within a governance structure
that is Aboriginal community-controlled that provides for community participation and a culturally safe operational
framework.



2. Increase the number of health practitioners working within Aboriginal health settings, and further
development and training of the Indigenous health workforce

There is currently a shortfall of more than 400 doctors, more than 600 nurses and associated shortfalls in
numbers of Aboriginal health workers and allied health workers supporting Aboriginal and Torres Strait Islanders
health services. Without these staff, services such as core primary healthcare and population programs cannot
be optimally delivered. Current recruitment opportunities are hindered by the inability for Aboriginal-specific
primary healthcare services to provide competitive salaries and having to compete with the state hospital sector
and private sector salaries which are substantially higher.

A ten-year national training plan for Aboriginal and Torres Strait Islander doctors, nurses, dentists, allied health
workers, and Aboriginal health workers is needed to bridge the training gap between the Aboriginal and Torres
Strait Islander peoples and general populations of Australia, through for example university support units and
scholarship programs. This has been costed at $36.5 million per annum.

Training Centres of Excellence in primary healthcare are also needed, with links to hospital care in each state
and territory. These will provide service models for teaching and applied research into continuous methods of
progressively improving health services and their outcomes. This has been costed at $10 million per annum.

3. Improve the responsiveness of mainstream health services and programs to Aboriginal peoples and
Torres Strait Islander health needs

Pharmaceutical Benefits Scheme usage by Aboriginal peoples in remote areas is approximately two times the
usage rate of the Aboriginal population in non-remote areas due to the success of initiatives that are only
available in remote areas. These initiatives need to be extended to non-remote areas as Aboriginal peoples in
these localities access the PBS at less than one quarter of that used by other Australians. Approximately 27 per
cent of Aboriginal and Torres Strait Islanders live in remote areas, with the bulk of the population living in non-
remote and urban centres.?

With regard to the PBS, an additional $85 million per annum that should be spent on Aboriginal peoples
is not being spent (this is part of the $400 million under-spend). Introducing a national scheme so that
Aboriginal peoples can access medicines similar to the remote area access scheme is an urgent and long
overdue federal priority and has been advocated by NACCHO, the Pharmacy Guild and the AMA. The Guild and
NACCHO have developed a national proposal and this should be supported.

Strategies need to be supported to reduce inequities in access for Aboriginal peoples to hospital procedures,
population screening programs, cardiac rehabilitation, hearing rehabilitation services and a number of other
mainstream programs. This may require realigning the bilateral state agreements so that there is greater
commitment to health equity for Aboriginal peoples. There is strong evidence that untied federal grants to the
states leads to neglect of Aboriginal peoples, and this situation needs to be corrected.

For all these areas, Aboriginal peoples have less access than other Australians. It is estimated that the cost of
addressing the shortfall in access to cardiac rehabilitation alone is around $20 million per annum.

Aboriginal and Torres Strait Islander people also have much less access to specialist services. Such services
might be funded through the Medical Benefits Scheme but organized through staff from state and territory health
services and with direct links to Aboriginal-specific primary healthcare services. Support for a specialist access
program for Aboriginal peoples has been costed at $10 million per annum.



4. Increase targeting of maternal and child health and greater support for Indigenous specific
population programs for chronic and communicable disease

There are a number of Aboriginal early childhood programs across the country where services have ceased due
to lack of resources. According to the AMA, funding for culturally appropriate maternal and child health
programs within Aboriginal health services across Australia to the level shown to be effective in
exemplar sites requires an additional $20 million per annum (not including set-up costs).24 (See 'Mums and
Babies' project below.)

A national plan for improving the health of Aboriginal and Torres Strait Islander mothers and babies is also
lacking.

Additional programs are needed to ensure freedom from hunger (given that growth failure is highly prevalent in
Aboriginal children in remote and rural communities) such as through at-risk and school-based programs.

Note that the current 'Healthy for Life' program largely supports quality assurance activities for services delivering
maternal and child health and chronic disease, and helps to set the groundwork for primary healthcare systems
monitoring for such programs. As such, it is insufficient to boost the provision of primary healthcare to mothers
and babies to the degree needed.

Certain chronic and communicable diseases require specific attention because they disproportionately affect
Aboriginal peoples. Funded strategies to address these problems are currently lacking and should be developed
to supplement core primary healthcare. Examples include national strategies for:

e Problem drinking

e Smoking cessation

e Immunization

¢ Rheumatic heart disease and rheumatic fever
e Cancer prevention

In total, these strategies have been costed at $50 million per annum.

5. Increase funding and support for the building blocks of good health such as awareness and
availability of nutrition, physical activity, fresh food, healthy lifestyles, and adequate housing

States and territories have “committed in principle to provide resources commensurate with need including
effectively resourcing environmental health initiatives to reduce the backlog of essential infrastructure and
housing capital and to provide for effective operation and maintenance of health environments.””® The housing
shortfall facing Aboriginal peoples has been estimated at over $800 million in the Northern Territory alone as
reported in 2006.° A study commissioned by the Aboriginal and Torres Strait Islander Commission in
1999 estimated the shortfall at $2.3 billion needed for purchasing and construction of homes and related
infrastructure.

A specific strategy has been developed to enhance the nutrition of Aboriginal peoples, but while states and
territories have supported elements of this strategy, it is not rolled-out consistently and in remote locations across
Australia the cost of food is still considerably higher than other parts of Australia. The right to be free from hunger
is not fully realized in Australia for Aboriginal peoples.



6. Set national targets and benchmarks towards achieving healthy equality, by which progress can be
closely monitored

Indicators to assess Aboriginal peoples progress in attaining health improvements have been recently approved
by COAG committees.”” ?® While these are of vital importance they are not linked with benchmarks or targets to
be reached within a specified time frame. In the absence of targets and a specified time in which to meet them, it
is not possible to hold governments accountable for their obligations towards Aboriginal peoples. Targets can be
readily developed for key deliverables and for those where the desired level of performance is evident and
agreed.

Targets (and their associated indicators) have been established under the United Nations Millennium
Development Goals (MDG) which aim to halve global poverty by 2015 and Australia has pledged to achieve
them. It has also been proposed that Australia should develop MDGs for Aboriginal Australians.?

The Aboriginal and Torres Strait Islander Social Justice Commissioner’s call for health equality within a
generation (25 years) suggests that this time frame should be used in a ‘plan for health equality’. In order to
reach such a goal, targets for each objective are needed, such as optimizing the capacity and infrastructure of
Aboriginal primary healthcare services. Such a target should be reached early and within ten years so that a
generation of Aboriginal Australians can start to benefit from these services.

The existing COAG indicators provide the needed tools to monitor progress. In addition, specific ‘right to health’
indicators to hold ‘duty-bearers’ to account are recommended by the UN. ¥
report on vital statistics and other health outcomes alone. The responsiveness of governments to core ‘right to
health’ obligations should also be monitored. Many of the existing COAG indicators would fulfill this role (eg. level
of health expenditure compared with need), but others would also be needed to measure progress in meeting
agreed targets.

In other words, it is insufficient to

For example, the World Health Organization has developed indicators to measure access to essential drugs.
These indicators provide a rapid assessment of government commitment to this core obligation under the right to
health.* In Australia, measuring ‘access to medicines’ alone, as in the COAG indicators, won't inform on
government willingness to act on the existing inequitable supply arrangements. Australia has already developed
indicators for medicines use in Australia and these provide the correct template for monitoring such a right to
health indicator for Aboriginal peoples.33



Pioneering health interventions in Aboriginal and Torres Strait Islander communities Australia-wide prove there is
reason to be optimistic about the prospect of improving the wellbeing and health of these communities. Well
resourced community controlled, culturally appropriate and accessible programs can and do have a positive
impact and result in significant, sustained improvement in the health of Aboriginal and Torres Strait Islander
peoples.

‘Mums and babies’ project, Queensland

In Townsville, the local Aboriginal and Torres Strait Islander community identified a need for a ‘mums and babies’
clinic. The aim was to provide comprehensive and integrated primary healthcare for young Aboriginal and Torres
Strait Islander families. A two-year pilot project began in 2000 which continues to this day.

The centre is run by Townsville Aboriginal and Islander Health Services and is staffed in collaboration with
Queensland Health’s child health unit, obstetrics unit (Kirwan Women'’s Hospital) and Aboriginal and Islander
health program. The clinic is an example of what can be achieved when Indigenous and non-Indigenous
communities and their health professionals work together.

The clinic has a young family orientation providing antenatal and postnatal medical examination, pregnancy
nutrition and substance use advice. It also provides birthing information and support, supervised childcare, and
advice and information for women on staying healthy during pregnancy. The clinic immunizes children against
disease, monitors child development and offers a transport service for mothers and their babies to and from the
clinic.

Since 2000, the service has received 37,560 patient visits. This has resulted in a marked improvement in the
birth weight of babies, an increased mean weight in birth weight and an increased attendance to antenatal care
with 60 per cent of Townsville-based Aboriginal and Torres Strait Islander women attending by 2003. For more
information visit http://www.taihs.net.au/

‘Safe sleeping’ in Aboriginal communities, Western Australia

Aboriginal and Torres Strait Islander infants are eight times more likely to die from Sudden Infant Death
Syndrome (SIDS) than non-Indigenous Australians. SIDS & Kids WA, alarmed by the incidence of SIDS and the
lack of culturally appropriate SIDS education and resources, is tackling the issue. The agency works with
researchers, health workers, health professionals, policy makers and Aboriginal and Torres Strait Islander
communities to devise culturally appropriate, community-driven SIDS education programs. Outcomes include
introducing ‘safe sleeping’ education to the training curriculum for Aboriginal and Torres Strait Islander health
workers and developing a manual to train health professionals working in Aboriginal and Torres Strait Islander
communities.

‘Strong Women, Strong Babies’ program, Northern Territory

The ‘Strong Women, Strong Babies’ program, according to Northern Territory Health, is a shining example of
what can be achieved when Indigenous and non-Indigenous health professionals work together. Staff at a NT-
based centre consult with Aboriginal and Torres Strait Islander women and health workers about poor nutrition
and infection during pregnancy. Senior Aboriginal and Torres Strait Islander women are employed to deliver the
project in a culturally appropriate manner. They help women prepare for pregnancy and encourage them to visit
clinics for antenatal care early in their pregnancy. Promoting safe practices such as abstinence from alcohol and
smoking during pregnancy has helped to increase the mean birth weight of Aboriginal and Torres Strait Islander
infants by 171g.



The program has been credited by the Australian Medical Association as having a profound effect on improving
birth weights as well as the health of mothers and babies and has captured the imagination and participation of
the Aboriginal and Torres Strait Islander community.

Nganampa Health Council, South Australia

Nganampa Health Council’s primary healthcare service for the Anangu people of far north-west South Australia
has a national reputation for best practice clinical services, leading-edge collaborative program research and
development, and the collection of outcome data as a basis for ongoing evaluation.

Nganampa Health operates nine clinics in the region, a 16-bed aged care respite facility, and assorted programs
including health worker training, substance abuse prevention, and sexual, environmental, dental, women’s,
men’s and children’s health programs. The service is staffed by more than 120 people, the majority Anangu
residents from the Lands.

The health and wellbeing of the community has improved immeasurably as a result of this primary healthcare
service. In 2005, infant birth weights increased dramatically and screening coverage for HIV and sexually
transmitted infections (STIs) was the most thorough to date. By August 2005, 99 per cent of children under five,
89 per cent of six to 14 year olds and 77 per cent of 15 to 19 year olds had been immunized for Meningococcal
C.

Critical to the service’s success is the fact it is controlled, owned and managed by the Anangu people who are
responsible for all key policy, resource allocation and staff appointment decisions. The director and clinic
managers are Anangu and together they ensure that all staff are accountable to the Anangu people and that
Anangu determine the development and delivery of services. For more information visit
http://www.nganampahealth.com.au/

Caring for women and children, Western Australia

Ngunytju Tjitji Pirni is an incorporated Aboriginal and Torres Strait Islander maternal and infant health service
which has been running since 1993. It was developed to address the unacceptably high rates of Aboriginal and
Torres Strait Islander maternal and infant death and iliness in Western Australia. The service provides a
community-owned agency staffed by Aboriginal and Torres Strait Islander health workers using culturally
appropriate methods and resources delivered to women and children in their home environments.

Ngunytju Tjitji Pirni strives to improve the state of Aboriginal and Torres Strait Islander health in the Goldfields
region by improving the health of mothers — making them better able to care for their families — and the health of
their babies so they may expect longer, healthier lives. Health workers visit pregnant women in their homes on a
regular basis to check their blood pressure and blood sugar levels. A urine test is offered too. After the birth, the
health worker visits the mother and baby to check the baby’s weight, growth, development, and general

health. The mother is also checked regularly by her health worker who provides education on women’s health
issues on a one-to-one basis. For more information visit http://www.ntp.org.au/

Jalaris Kids Future Club and Health Outreach Services, Western Australia

The Aboriginal Kids Future Club and Health Outreach Services in the Western Australian town of Derby work
with about 105 families and their kids. At any one time they do intensive work with about six households, which
can include up to 80 people.

The club aims to target vulnerable Aboriginal children most likely to miss out on education and health services
and has already delivered positive results. Kids Future Club has exposed kids and their families to semi-
structured learning and child development activities in preparation for school.



The club encourages a culture of learning using a literacy and numeracy approach. In the past truancy has been
a major problem for Derby’s Aboriginal families, so the club aims to increase by 30 per cent the number of
Aboriginal children attending school. Meanwhile health practitioners pay a visit at least twice a year to each
household with children enrolled in the club to promote healthy living and give them access to a mobile health
clinic.

The Derby Aboriginal Health Service, Western Australia

The Derby Aboriginal Health Service (DAHS) opened its doors in 1998 after local Aboriginal people identified the
need for an Aboriginal medical service. It provides clinical care, and preventative and health promotion services
to the Derby region and eight remote communities.

DAHS has established a dedicated diabetes clinic with a focus on active recalling of patients, including known
diabetics and other DAHS regular patients who are more than 12 months overdue for a diabetes screen. The
service also provides diabetes education, GP assessment and management, monitoring of medicines, including
insulin, and specific screening for people with diabetes, such as retinal screening.

The service has also taken measures to avoid ‘over-specialising’ in diabetes care, which can occur through de-
skilling workers, missing opportunities to screen and care for people with diabetes who present to the clinic for
other reasons, and missing opportunities to co-ordinate the approach to chronic disease in general. This has
been achieved through ensuring that all workers spend time in the general clinic and encouraging the flow of
work between the clinic and programs through regular meetings to nurture links between the programs. For more
information visit http://www.kamsc.org.au/about_dahs.html

Caroline (the nurse in blue shirt) with a family in South Hedland. Caroline visits families in South
and Port Hedland, as well as Strelley (an Aboriginal community about an hour from Port Hedland)
to check on the health of the people living there. Caroline is a nurse with Wirraka Maya. Wirraka
Maya is one of 19 Aboriginal Health Services in Western Australia that are part of the umbrella
body Western Australian Aboriginal Community Controlled Health Organisation (WAACCHO).
WAACCHO is a partner of Oxfam Australia. Photo: Jerry Galea/OxfamAUS



5. SPECIFIC HEALTH INDICATORS

There is a greater disparity in disease-specific mortality rates between Indigenous and non-Indigenous
populations in New Zealand and Australia compared with the USA and Canada.

The highest disease-specific mortality rates for heart disease and cancer are found in New Zealand. Canadian
First Nation peoples have the highest mortality rates of all population groups for intentional self-harm and
pneumonia/influenza. American Indians and Alaskan Natives have the highest mortality rates for all population
groups for assault. Non-Indigenous Americans have the highest mortality rate for HIV and there is no difference
in the rate of HIV between Australian Aboriginal and Torres Strait Islanders and non-Indigenous Australians.

TABLE II: General mortality — age-standardised mortality rates (per 100,000)**

Australia New Zealand Canada USA

Disease I NI** RR§ I NI**  RR§ I NI**  RR§ I NI**  RR§

Total neoplasms (tumors) 237.0 187.0 1.3 2282 1461 1.6 98.9 143.0 0.7 91.3 1420 0.6

Ischaemic heart disease 162.6 87.1 1.9 206.1 1102 1.9 83.8 89.6 0.9 83.1 118.9 0.7
(includes angina and
heart attacks)

Cerebrovascular disease 73.8 355 2.1 55.2 47.2 1.2 28.1 30.9 0.9 25.3 35.6 0.7
(stroke)

Other chronic obstructive  33.7 13.7 25 33.7 13.7 25 10.8 16.1 0.7 15.8 22.7 0.7
pulmonary disease

(diseases of the lung and

respiratory tract)

Intentional self harm 194 11.9 1.6 12.9 13.1 1.0 27.4 12.2 23 12.0 9.8 1.2

Pneumonia and influenza  13.2 6.2 2.1 9.9 10.3 1.0 24.4 17.7 1.4 14.0 13.2 1.1

Diabetes 85.4 8.7 9.8 62.5 1.0 5.7 19.5 13.3 1.5 36.2 16.7 22
HIV 3.8 3.8 1.0 1.0 0.5 2.0 NA 1.2 NA 2.9 5.0 0.6
Assault 7.8 1.4 5.6 3.9 1.0 3.9 8.1 1.5 5.4 10.6 6.4 1.7

*Indigenous, ** Non-Indigenous, § Relative risk



INFECTIONS

Australia

Aboriginal and Torres Strait Islanders experience a greater burden of communicable and non-
communicable infectious diseases compared to the non-Indigenous population35

Aboriginal and Torres Strait Islander children experience the highest rates of bacterial respiratory
diseases reported in the literature.*® The incidence of meningococcal infection among the Western
Australian Aboriginal and Torres Strait Islander population is approximately six times that of the non-
Indigenous population37

The prevalence of gastroenteritis among Western Australian Aboriginal and Torres Strait Islander infants
and children is high and is a major cause of hospitalisation of infants®®

The incidence of invasive pneumococcal disease is significantly higher in Aboriginal and Torres Strait
Islanders compared with non-Indigenous Australians™®

New Zealand

In New Zealand, the burden of disease due to infectious diseases continues to remain disproportionately
high among Maori children and young people compared to European New Zealanders. A report on the
health status of young children in New Zealand identified an increase in hospital admissions for
bronchiolitis, bronchiectasis, gastroenteritis, and meningococcal infection particularly among Maori
children in the most recent years. Hospital admissions for pneumonia remained static, although there
was a higher rate of admissions among Maori people. Asthma admissions and deaths in young people
have declined in New Zealand, although the rates of admission are higher for Maori young people®

Canada

In Canada, Streptococcus pneumoniae (pneumoccocus) is the leading cause of invasive infections such
as bacteraemia and meningitis. Despite advances in public health and medical care, chronic otitis media
is still prevalent around the world, and continues to persist in Canada.*' This infectious disease and
associated hearing loss has been reported as a frequent problem for many Inuit children.*? It has also
been reported as endemic among First Nation, Métis and Inuit children in northern Canada®

USA

American Indians and Alaskan Natives have incurred excessive mortality and morbidity attributed to
infectious disease for several decades.* In particular, American Indian/Alaskan Native infants are at
much greater risk of death than non-Indigenous infants and have a higher mortality rate as a result of
infectious disease®®

While there has been a decline in infectious disease mortality among American Indian/Alaskan Natives
over the past several decades, this population continues to have higher risks for infectious disease
mortality than other groups

Overall, infectious diseases are the third leading cause of death in the USA, and continue to be an
important health issue*®



ISCHAEMIC HEART DISEASE (INCLUDES ANGINA AND HEART ATTACKS)

Australia

Traditionally, Aboriginal people have been thought to have lower prevalence of cardiovascular disease
(CVD) including ischaemic heart disease, but significant social economic and cultural change over the
past several decades has negatively affected this. In the colonised nations, deaths due to CVD have
been declining in the general population. However, it appears that such deaths among Indigenous
populations have been increasing over the past decades

In Australia, Kirov et. al. report that CVD is a leading cause of premature death and death overall in
Aboriginal and Torres Strait Islanders and non-Indigenous Australians. However, the disparity between
these two populations is increasing due to the lack of significant reduction in CVD-related deaths among
Aboriginal and Torres Strait Islanders

The failure to substantially reduce CVD among Aboriginal and Torres Strait Islanders probably reflects a
combination of little change in risk factors levels, access to treatment and rehabilitation services,
persisting social, economic and environmental circumstances, and the slow implementation of strategies
to reduce levels of CVD*’

New Zealand

Maori men and women continue to experience more than double the CVD mortality rates of
Europeans.48 The death rates due to CVD for people under 75 years are two to three times higher in
Maori people compared to non-Maori people. In the Maori population 53 per cent of the male deaths and
33 per cent of the female deaths occur before the age of 65 years.*® Riddell reported mortality and
hospitalisation rates for heart failure up to eight times higher among Maori people compared to non-
Maori people aged 45-64 years50

Canada

The prevalence of CVD, while declining among all Canadians, has been reported to be increasing
among Canadian Aboriginal people. A study by Anand et. al. reported a higher frequency of CVD among
Aboriginal people in Canada and a greater burden of atherosclerosis compared with Canadians of
European anc:estry51 As observed among other Indigenous people of the world, Canadian Aboriginal
people have traditionally been thought to have a lower prevalence of CVD. However, as with other
colonised people there has been significant social, economic and cultural changes in the past several
decades which has impacted on an observed increase in cardiovascular related disease®

USA

While available data now indicate that cardiovascular disease has become the leading cause of death in
American Indians, limited information is available on cardiovascular disease incidence, prevalence, and
risk factors in this population. Reported cardiovascular disease rates vary greatly among groups in
different geographic areas. Available rates have been obtained from studies of varying sizes and different
methodologies

A study by Howard et.al. reported that at present, coronary heart disease (CHD) rates in American
Indians exceed rates in other US populations and may more often be fatal. Unlike other ethnic groups,
American Indians appear to have an increasing incidence of CHD, possibly related to the high
prevalence of diabetes®



INJURIES

Rates of injuries are known to be higher among Indigenous peoples in North America, Australia and New
Zealand compared to non-Indigenous people in those countries.*

Australia

In Australia, injury is the leading cause of death, illness and disability, representing about six per cent of
all deaths and accounting for seven per cent of hospital admissions in the general population55

Available evidence suggests that the overall injury mortality rate in the Northern Territory, Western
Australia, South Australia and Queensland was 2.8 times higher among Aboriginal and Torres Strait
Islanders compared with all Australians in these jurisdictions. Further, injury rates were generally higher
among Aboriginal and Torres Strait Islander males than females™

Harrison et.al. report that the rates of injury mortality and hospital admission due to injury are
substantially higher for Aboriginal and Torres Strait Islanders than for the Australian population as a
whole. Cunningham et. al. report that the analysis of available data shows the injury-related mortality
experience for Aboriginal and Torres Strait Islanders differs substantially from that of the non-Indigenous
population®

The Australian Institute of Health and Welfare reported higher injury-related morbidity and mortality rates
for Aboriginal and Torres Strait Islanders in remote areas, probably due to the increased proportion of
Aboriginal and Torres Strait Islanders in remote areas with limited access to health and other services™

Road injury is a major public health problem and is particularly the case for road injuries involving
Aboriginal and Torres Strait Islanders in Western Australia who have much higher rates of road injury
compared with non-Indigenous Australians®®

New Zealand

Maori youth had particularly high rates of motor vehicle occupant and self-inflicted injury and were over-
represented among hospitalisations for assault and pedestrian injury.60 Sargent et. al. report that motor
vehicle traffic crashes were the leading cause of injury mortality and hospitalisation among Maori people,
particularly among young M3oris®’

Canada

Aboriginal Canadians were at a four-fold increased risk of severe trauma compared with the non-
Aboriginal population with motor vehicle crashes accounting for the overwhelming majority of cases of
severe injury or death in both populations. Further, Aboriginal Canadians were almost five times more
likely to be involved in motor vehicle crashes compared with all Canadians (Karmeli 2005 opcit.)

USA

Injuries account for 75 per cent of all deaths among American Indian and Alaskan Native children and
youth and American Indians/Alaskan Natives have an overall injury-related death rate that is twice that
for all racial/ethnic populations®



RENAL

In many Aboriginal communities, the burden of kidney disease,
particularly the multi-generational occurrence in some families, is
perceived as a major threat to the wellbeing of Aboriginal
communities.

Australia

The high rates of renal disease and renal failure are a
serious public health threat to Aboriginal and Torres Strait
Islanders, but the high rates of end-stage renal disease
(ESRD) within this population have only been fully

Michelle Spinks working on her artwork while
recognised in recent year363 on dialysis machine at the Port Hedland
hospital. Wirraka Maya is one of 19 Aboriginal
Health Services in Western Australia that are
part of the umbrella body Western Australian

Information on the incidence and prevalence of chronic

kidney disease (CKD) among Aboriginal and Torres Strait Aboriginal Community Controlled Health

. . . . Organisation (WAACCHO). WAACCHO is a
Islanders is not available at a national level. Compared with partner of Oxfam Australia.
other Australians, Aboriginal and Torres Strait Islanders, in Photo: Jerry Galea/OxfamAUS

particular those in remote communities, have excessive
CKD morbidity.** Spencer et. al. reported the doubling of ESRD incidence among Aboriginal people in
the year 2000

These increasing rates of kidney disease have major medical and social implications for Aboriginal and
Torres Strait Islanders including the impact of premature mortality on the community; the negative social
consequences that accompany treatment; and the high cost of tertiary-level medical care that adds an
enormous burden to limited resources. Better living conditions and education, robust and integrated
primary healthcare programs, and systematic screening for early renal disease and treatment of those
with established disease are all matters of urgency65

New Zealand

The number of Indigenous people treated with renal replacement therapy (RRT) and end-stage renal
disease (ESRD) in Australia and New Zealand has risen dramatically over the past 20 years.® It is now
a major health problem for the individuals affected as well as the local communities and health services
providers

Canada

In a Canadian study of ten-year incidence rates of diabetic end-stage renal disease, results showed a
higher rate among all age groups of registered native people compared with non-native people. When a
higher prevalence of diabetes among native people was taken into account, native diabetic people were
still seven times as likely as non-native diabetic people to manifest diabetic end-stage renal disease®

USA

Narva reports that native Americans experience high rates of end-stage renal disease and that these
rates are increasing significantly.68 Narva also reports that the burden of ESRD has become a
community-wide problem, and that significant efforts have gone into establishing dialysis services on
reservations (Narva ibid)



HUMAN IMMUNODEFICIENCY VIRUS (HIV)

Australia

Australia has so far prevented the uncontrolled spread of HIV among its population and the number of cases
of HIV and AIDS cases in Australia are among the lowest in the world®

e However, great concerns have been expressed about the possible impact of HIV/AIDS among Aboriginal
and Torres Strait Islanders, for whom AIDS was seen as having the potential to “further erode the social
and economic fabric of Indigenous communities.””® Aboriginal and Torres Strait Islanders are seen as
being at a particularly high risk of contacting HIV infection due to the high rates of sexually transmitted
infections and lack of access to effective services’'

e The Australian Indigenous HealthinfoNet reports that by the end of 2004, the cumulative number of HIV
diagnoses was estimated to be 19,674 with an estimated 13,20 people living with HIV/AIDS infection,” a
rate of 3.8/100,000

e A number of features in the HIV epidemic distinguish Indigenous from non-Indigenous cases including a
higher proportion of women affected, a higher proportion with heterosexual exposure to HIV, a younger
age at HIV and AIDS diagnosis and a higher proportion of people with HIV in rural areas.” Wright et. al.
report that while the rate of HIV infection declined among non-Indigenous Western Australians between
1985 and 2002, the rate increased among the Aboriginal and Torres Strait Islander population74 and thus
the rate of HIV became the same among both populations

New Zealand

e New Zealand has a low annual incidence of new HIV infections and subsequent low mortality rates
among Maori people as reflected in study findings. The New Zealand response to the HIV epidemic has
been viewed as a public health success story75

Canada

e In a population-based analysis of Aboriginal British Columbians affected with HIV, Hogg et. al. reported
that more than one in every 100 Aboriginal persons aged 15 years and over was living with HIV in 2001.
Further, approximately a quarter to a third of all infections among Aboriginal people in Canada occurred
in British Columbia’®

USA

e The Centers for Diseases Control and Prevention reported that from the start of the epidemic through to
2002, there were 2,875 reported AIDS cases among Native Americans in the USA.”” Although HIV
infection in the American Indian/Alaskan Native population remains less than 1 per cent of the total HIV
infection rate in the USA, the true prevalence is not known due to low rates of testing and
misclassification (HRSA 2004 idem)



PULMONARY DISEASE (DISEASES OF THE LUNG AND RESPIRATORY TRACT)

Australia

In Australia, respiratory diseases are the major causes of iliness and death in the Aboriginal and Torres
Strait Islander population and have contributed to high rates of hospitalisation since at least the 1980s"®
and deaths from respiratory illness continue to be an important, ongoing health problem in Australian
Aboriginal communities”

Aboriginal and Torres Strait Islanders suffer pulmonary disease at more than three times the rate of
Indigenous peoples in Canada and more than twice the rate of Indigenous peoples in the USA

Further, the prevalence of respiratory syncytial virus (RSV), the most common cause of lower respiratory
tract infection (LRTI), is much higher in Aboriginal and Torres Strait Islander children than in non-
Indigenous children®

Aboriginal and Torres Strait Islanders reported asthma as a long-term condition more often than the non-
Indigenous population (17 per cent and 12 per cent respectively). Aboriginal and Torres Strait Islanders
living in remote areas reported having asthma slightly less frequently (15 per cent) than those in urban
and rural areas (18 per cent)®'

In addition to medical reasons, factors contributing to respiratory diseases include socio-economic
disadvantage, poor environmental living conditions, substantial poverty and a lack of basic health
services %

Read et. al., using total population linked data, reported a higher hospitalisation and readmission rate for
LRTI in Aboriginal and Torres Strait Islander children compared with non-Indigenous children.® Ina
more recent study, Burgner et. al., using similar population data, reported that Aboriginal and Torres
Strait Islander children in Western Australian had a 10—12 fold higher risk of pneumonia-associated
hospitalisation compared with non-Indigenous children®*

New Zealand

In New Zealand, studies report higher rates of hospitalisation due to pneumonia®, asthma  and
bronchiectasis ' among Maori children when compared with European children

Canada

The Royal Commission on Aboriginal Peoples of Canada reports that more than 19 per cent of
Aboriginal people aged more than 15 years reported having chronic health problems of asthma,
bronchitis and emphysema.88 This rate is much higher than reported previously indicating that asthma
and chronic obstructive pulmonary disease (COPD) may be increasing at a faster rate in the Aboriginal
community compared with the non-Aboriginal community89

USA

Because of the association between bronchiolitis and respiratory syncytial virus (RSV), the most
common cause of lower respiratory tract infection, bronchiolitis is a good indicator of RSV. Rates of
bronchiolitis-related hospitalisation for American Indian/Alaskan Native children are approximately twice
that for the general population of US children®



DIABETES

Diabetes is a powerful determinant of health outcome and for Indigenous peoples across the four countries,
diabetes-related mortality is high (see Table II). *'

Diabetes is a chronic disease with multifactorial causes involving the interactions of genetic susceptibility with
environmental factors. Young et. al. suggested that: “diabetes [can] be considered to be indicative of the rapid
social changes experienced by Aboriginal people in the past several decades.”

Australia

e Diabetes has been also been reported as being a significant and increasing health issue among
Indigenous people. Australian Aboriginal and Torres Strait Islanders, in particular have a high mortality
rates associated with diabetes — the Indigenous/ non-Indigenous relative difference of 9.8 was the
highest reported.

o Daniel et. al. state that: “type 2 diabetes and its sequelae, such as cardio-vascular disease and renal

diseases, are the major causes of premature mortality among Aboriginal Australians”.%

New Zealand

e Moore et. al. reported that New Zealand faced an escalating burden of diabetes and its complications,
particularly in relation to end-stage renal failure. They also reported that the burden of renal failure was
“especially high in Maori and Pacific Islanders” and that “this related to both their higher incidence of
Type 2 diabetes and an apparent increased susceptibility to end stage damage."93

USA

e Moore et. al. reported that Type 2 diabetes was increasing among young American Indians and other
populations.94 Lee at. al. reported that Type 2 diabetes had reached epidemic proportions in many
American tribes and was the leading cause of mortality and morbidity in these populations®

e Among Indigenous people living in the USA, over the past decades the disease burden among the
American Indian and Alaskan Native population has shifted from acute infectious diseases to chronic
illnesses, particularly Type 2 diabetes and its complications. Narva reports that diabetes, a condition
virtually unknown prior to World War Il has “reached epidemic proportions among the native population
of North America.

196

Health Care Worker conducts an eye examination at Wirraka Maya
Aboriginal Medical Service in Port Hedland, Western Australia.
Wirraka Maya is one of 19 Aboriginal Health Services in Western
Australia that are part of the umbrella body Western Australian
Aboriginal Community Controlled Health Organisation (WAACCHO).
WAACCHO is a partner of Oxfam Australia.

Photo: Jerry Galea/OxfamAUS



GLOSSARY

ACCHS Aboriginal Community Controlled Health Services
AIDS Acquired Immune Deficiency Syndrome

AIHW The Australian Institute of Health and Welfare
AMA Australian Medical Association

ARF acute rheumatic fever

ATHS Alaska Tribal Health system

CKD chronic kidney disease

CHD coronary heart disease

COPD chronic obstructive pulmonary disease

CVvD cardio vascular disease

ESRD end-stage renal disease

FNIHB First Nations and Inuit Health Branch

HREOC Human Rights and Equal Opportunity Commission
HIV Human Immunodeficiency Virus

IHD Ischemic heart disease

LRTI lower respiratory tract infection

NACCHO National Aboriginal Controlled Community Health Organisation
NCHECR National Centre in HIV Epidemiology and Clinical Research
RHD rheumatic heart disease

RRT renal replacement therapy

RSV respiratory syncytial virus

STls Sexually transmitted infections

VPDs vaccine preventable diseases




' Dawson AP. Asthma in the Australian Indigenous population: a review of the evidence. Rural and Remote Health 2004;4(1).

2 Indigenous Health — International Comparative Research, Dr Jane Freemantle, Dr Kirsty Officer, and Mr Daniel McAullay, Telethon Institute
for Child Health Research, Centre for Child Health, University of Western Australia under the auspices of Kulunga Research Network, March
2007.

® Human Rights and Equal Opportunity Commission, Achieving Aboriginal and Torres Strait Islander health equality within a generation — A
human rights based approach, 2005, see 2005 Social Justice Report http://www.hreoc.gov.au/social_justice/health/health_summary.html
(accessed 26 March 2007)

* Australian Bureau of Statistics and the Australian Institute of Health and Welfare. The health and welfare of Australia’s Aboriginal and
Torres Strait Islander peoples. Canberra: Australian Bureau of Statistics; 1997. Report No.: Cat. No. 4704.0.

® Statistics New Zealand. New Zealand Life Tables 2000-2002. Wellington: Statistics New Zealand 2004.

® Trovato F. Aboriginal mortality in Canada, the United States and New Zealand. Journal of Biosocial Science 2001;33(1):67-86.

7 Statistics shown on:  http://www.antar.org.au/content/view/54/152/

8 Australian Bureau of Statistics, Australian Institute of Health and Welfare. The Health and Welfare of Australia’s Aboriginal and Torres
Strait Islander peoples. Canberra: ABS and AIHW; 2003.

° Woollard K, Stanley F, Leeder S, Ring I. Aboriginal and Torres Strait Islander health: a submission. Canberra: Australian Medical
Association and Public Health Association of Australia; 1998.

'% Centers for Disease Control and Prevention. National vital statistics. Atlanta: Centers for Disease Control and Prevention; 2002.

" LE: Australian Institute of Health and Welfare. Life expectancy overview. Canberra: Australian Institute of Health and Welfare.; 2002.
Statistics New Zealand. New Zealand Life Tables 2000-2002. Wellington: Statistics New Zealand; 2004.

Health Canada. A federal report on comparable life indicators 2002. Ottawa: Health Canada; 2002. Report No.: www.hc-sc.gc.caliacb-
dgiac/arad-draa/english/accountability/indicators.html Centers for Disease Control and Prevention. National vital statistics. Atlanta: Centers
for Disease Control and Prevention; 2002.

Mortality data: Australian Bureau of Statistics. Causes of death. Canberra: Australian Bureau of Statistics; 2003.

New Zealand Health Information Service. Mortality and Demographic Data, 1999. Wellington: Ministry of Health; 2003. Report No.:
http://www.nzhis.govt.nz/pubications/mortality99.pdf. Statistics Canada. Aboriginal People Survey, 2001. Initial supporting tables. Ottawa:
Statistics Canada; 2001. Probert A. First Nation on reserve mortality data,1999. Ottawa: First Nation and Inuit Health Branch; 2003. First
Nation and Inuit Health Branch. A statistical profile on the health of First Nations in Canada. Ottawa: Health Canada; 2002. Centers for
Disease Control and Prevention. United States Mortality File, 1999. Atlanta: Centers for Disease Control; 1999.

Median Age: Australia - Australian Bureau of Statistics. Census of population and housing: Time series profile 2001-2002. Canberra:
Australian Bureau of Statistics; 2002. NZ: All NZ http://www.bigcities.govt.nz/people.htm Maori, www.stats.govt.nz/products-and-
services/Articles/census-snpsht-maori-Apr02.htm Canada — Statistics Canada, 2001 Census

USA - http://www.census.gov/population/pop-profile/2000/chap02.pdf

Low Birth Weight: Australian Institute of Health and Welfare. Life expectancy overview. Canberra: Australian Institute of Health and Welfare.;
2002. Statistics New Zealand. New Zealand Life Tables 2000-2002. Wellington: Statistics New Zealand; 2004.

Health Canada. A federal report on comparable life indicators 2002. Ottawa: Health Canada; 2002. Report No.: www.hc-sc.gc.caliacb-
dgiac/arad-draa/english/accountability/indicators.html. Centers for Disease Control and Prevention. National vital statistics. Atlanta: Centers
for Disease Control and Prevention; 2002.

'2 Couzos S, Murray RB. Aboriginal Primary Health Care: An Evidence-based Approach.. 3" Edition. Oxford University Press, Melbourne,
2007 [in Press]

3 Thomson N, Ring |. Health Status. In: Couzos S, Murray RB. Aboriginal Primary Health Care: An Evidence-based Approach. Oxford
University Press, 2007 {In Press].

" panaretto KS, Lee HM, Mitchell MR, Larkins SL,Manessis V, Buettner PG, Watson D. Impact of a collaborative shared antenatal care
program for urban Indigenous women: a prospective cohort study. Med J Aust. 2005 May 16;182(10):514-9

'S Couzos S. Practical measures that improve human rights -Towards health equity for Aboriginal children. Health Promotion Journal of
Australia. 2004:15:186-92

'8 Access Economics Pty Ltd. Indigenous Health Workforce Needs. Australia Medical Association, Canberra, July 2004

In the 2006 Report Card Update Insert on Aboriginal and Torres Strait Islander Health Service Funding , the AMA identifies a $460 million
annual short fall in primary health care spending. http://www.ama.com.au/web.nsf/doc/WEEN-6PU8QN

' NACCHO Budget Submission 2007/8

'® Health Canada. A federal report on comparable life indicators 2002. Ottawa: Health Canada; 2002. Report No.: www.hc-sc.gc.caliacb-
dgiac/arad-draa/english/accountability/indicators.html.

'¥ Nearly forty organizations committed to these outcomes in an open letter to all Governments in December 2006;
http://www.hreoc.gov.au/social_justice/health/health_OpenLetter.html

% National Aboriginal and Torres Strait Islander Health Council for the Australian Health Ministers Conference. National Strategic Framework
for Aboriginal and Torres Strait Islander Health (2003-2013). Framework for action by Governments. Canberra: Department of Health and
Aged Care; 2004

# Econotech Pty Ltd. Costings models for Aboriginal and TSI health services. Commonwealth of Australia, 2004.

2 http://www.ama.com.au/web.nsf/doc/WEEN-6PUSQN

B The Indigenous hybrid economy, realistic sustainable option for remote communities: Radical approach or plain common sense? Address
to the Australian Fabian Society 26 October 2005 by Jon Altman, CAEPR

http://www.fabian.org.au/files/051026JonAltman.pdf

2 AMA. Lifting the Weight. Low birth weight babies: An Indigenous health burden that must be lifted. AMA report card 2005.

% National Aboriginal and Torres Strait Islander Health Council for the Australian Health Ministers Conference. OP. cit

% ABC News New ministers urged to tackle Indigenous housing, illegal fishing . Jan 25"
2006..http://www.abc.net.au/news/newsitems/200601/s1554616.htm

# SCRGSP (Steering Committee for the Review of Government Service Provision). Overcoming Indigenous Disadvantage: Key Indicators
2005, Productivity Commission, Commonwealth of Australia, Canberra, 2005

% Australian Health Ministers’ Advisory Council. Aboriginal and Torres Strait Islander Health Performance Framework 2006 Report. AHMAC,
Canberra, 2006

% McMullan B. The case for establishing Australian Indigenous Development Goals. 15 September 2005. http://www.craigemersonmp.com/
[Accessed Jan 2007]

*® WHO. Consultation on Indicators for the Right to Health. Geneva, Draft meeting report 15 May 2003, WHO, January 2004.



¥ The UN Special Rapporteur for Health differentiated between health and right to health indicators as follows: "a right to health indicator
derives from, reflects and is designed to monitor the realization or otherwise of specific right to health norms, usually with a view to holding a
duty bearer to account ... Thus, what tends to distinguish a right to health indicator from a health indicator is less its substance than (i) its
explicit derivation from specific right to health norms; and (ii) the purpose to which it is put, namely right to health monitoring with a view to
holding duty-bearers to account”.
2 WHO. Using Indicators to measure country pharmaceutical situations. Fact Book on WHO Level 1 and Level || monitoring Indicators. WHO.
2006. http://www.who.int/medicines/publications/WHOTCM2006.2A.pdf
* Department of Health and Ageing. Manual of Indicators. To measure the Quality use of medicines component of Australia’s National
Medicines Policy. 2" Edition. Commonwealth of Australia, 2002.
* Source: Bramley D, Hebert P, Jackson R, Chassin M. Indigenous disparities in disease-specific mortality, a cross-country comparison: New
Zealand, Australia, Canada, and the United States. N Z Med J 118(1216):U1494 2004;117(1207):U1215.
Mortality data:
e  Australian Bureau of Statistics. Causes of death. Canberra: Australian Bureau of Statistics; 2003.
. New Zealand Health Information Service. Mortality and Demographic Data, 1999. Wellington: Ministry of Health; 2003. Report No.:
http://www.nzhis.govt.nz/pubications/mortality99.pdf.
. Statistics Canada. Aboriginal People Survey, 2001. Initial supporting tables. Ottawa: Statistics Canada; 2001.
Probert A. First Nation on reserve mortality data, 1999. Ottawa: First Nation and Inuit Health Branch; 2003.
First Nation and Inuit Health Branch. A statistical profile on the health of First Nations in Canada. Ottawa: Health Canada; 2002.
% Australian Bureau of Statistics, Australian Institute of Health and Welfare. The Health and Welfare of Australia’s Aboriginal and Torres
Strait Islander peoples. Canberra: ABS and AIHW; 2003.
% Leach AJ, Morris PS. Perspectives on infective ear disease in Indigenous Australian children. Journal of Paediatrics and Child Health
2001;37(6):529-30.
%7 Olesch CA, Knight GJ. Invasive meningococcal infection in Western Australia. Journal of Paediatrics and Child Health 1999;35(1):42-48.
%8 Gracey M, Cullinane J. Gastroenteritis and environmental health among Aboriginal infants and children in Western Australia. Journal of
Paediatrics and Child Health 2003;39(6):427-31.
* Roche PW, Krause VL, Bartlett M, Coleman D, Cook H, Davis C, et al. Invasive pneumococcal disease in Australia, 2004. Commun Dis
Intell 28 Suppl 1:S1-45 2006;30(1):80-92.
* Paediatric Society of New Zealand. The Health Status of Children and Young People in the sample DHB Region. Auckland: NZ Child and
Youth Epidemiology Service; 2005.
! Bluestone C. Epidemiology and pathogenesis of chronic suppurative otitis media: implications for prevention and treatment. International
Journal of Pediatric Otorhinolaryngology 1998;42:207-23.
“ Ayukawa H, Bruneau S, Proulx JF, Macarthur J, Baxter J. Otitis media and hearing loss among 12-16-year-old Inuit of Inukjuak, Quebec,
Canada. Int J Circumpolar Health 63 Suppl 2:80-5 2004;63 Suppl 2:312-4.
3 Bowd AD. Otitis media: health and social consequences for aboriginal youth in Canada’s north. [see comment]. Int J Circumpolar Health 63
Suppl 2:80-5 2005;64(1):5-15.
* Holman RC, Curns AT, Cheek JE, Singleton RJ, Anderson LJ, Pinner RW. Infectious disease hospitalizations among American Indian and
Alaska native infants. Pediatrics 2003;111(2):E176-82.
* Gessner BD, Wickizer TM. The contibution of infectious diseases to infant mortality in Alaska. Paediatric Infectious Diseases
1997;275:773-79.
e McCusker D, Clifton H, Miller-Korth N. Native American infant mortality in Wisconsin. Wisconsin Medical Journal 2000;99:50-52.
. Indian Health Service. Trends in Indian Health - 1998-99. Rockville: US Department of Health and Human Services, Indian Health
Service; 1999.
“® Binder S, Levitt AM, Sacks JJ, Highes JM. Emerging infectious diseases: public health issues for the 21* Century. Science 1999;284(1311-
1313).
" Kirov E, Thomson N. Summary of Indigenous health: cardiovascular disease. Aboriginal and Islander Health Worker Journal 2005;29(4):4-
5.
“8 Bell C, Swinburn B, Stewart A, Jackson R, Tukuitonga C, Tipene-Leach D. Ethnic differences and recent trends in coronary heart disease
incidence in New Zealand. N Z Med J 118(1216):U1494 1996;109(1017):66-68.
40 Hay DR. Cardiovascular disease in New Zealand, 2001: A summary of recent statistical information. Auckland: Heart Foundation of New
Zealand; 2002. Report No.: Technical Report no 78.
% Riddell T. Heart failure hospitalisations and deaths in New Zealand: patterns by deprivation and ethnicity. N Z Med J 118(1216):U1494
2005;118(1208):U1254.
®" Anand SS, Yusuf S, Jacobs R, Davis AD, Yi Q, Gerstein H, et al. Risk factors, atherosclerosis, and cardiovascular disease among
Aboriginal people in Canada: the Study of Health Assessment and Risk Evaluation in Aboriginal Peoples (SHARE-AP). Lancet
2001;358(9288):1147-53.
%2 Shah BR, Hux JE, Zinman B. Increasing rates of ischemic heart disease in the native population of Ontario, Canada. Arch Intern Med
160(12):1862-6 2000;160(12):1862-6.
% Howard BV, Lee ET, Cowan LD, Devereux RB, Galloway JM, Go OT, et al. Rising tide of cardiovascular disease in American Indians. The
Strong Heart Study. Circulation 1999;99(18):2389-95.
% Johnson SJ, Sullivan M, Grossman DC. Injury hospitalizations among American Indian youth in Washington. Inj Prev 8(3):211-5
1999;5(2):119-23. Silva DT, Ruben AR, Wronski I, Stronach P, Woods M. Excessive rates of childhood mortality in the Northern Territory,
1985-94. Journal of Paediatrics and Child Health 1998;34(1):63-68.
% Australian Institute of Health and Welfare. Australia’s Health 2004. Canberra: Australian Insititute of Health and Welfare; 2004. Report No.:
CAt. No. AUS44.
% Helps YLM, Harrison JE. Reported injury mortality of Aboriginal and Torres Strait Islander people in Australia, 1997-2000 [online]. 2004
[cited Available from: http://www.nisu.flinders.edu.au/pubs/reports/2004/injcat66.pdf
> Cunningham J, Paradies Y. Occasional paper: Mortality of Aboriginal and Torres Strait Islander Australians, 1997. Canberra: ABS; 2000.
Report No.: ABS Cat. No 3315.0.
% Australian Institute of Health and Welfare. Health in rural and remote Australia. Canberra: Australian Institute of Health and Welfare,; 1998.
% Cercarelli LR, Knuiman MW. Trends in road injury hospitalisation rates for Aboriginal and non-Aboriginal people in Western Australia,
1971-97.[see comment]. Inj Prev 8(3):211-5 2002;8(3):211-5.
e Ameratunga SN, Alexander CS, Smith GS, Lennon DR, Norton RN. Trauma-related hospitalizations among urban adolescents in New
Zealand: priorities for prevention. J Adolesc Health 25(1):75-83 1999;25(1):75-83.
o1 Sargent M, Begg D, Broughton J, Stephenson S, Wright C, Baxter J. Motor vehicle traffic crashes involving Maori. N Z Med J
118(1216):U1494 2004;117(1188).



%2 Sargent M, Begg D, Broughton J, Stephenson S, Wright C, Baxter J. Motor vehicle traffic crashes involving Maori. N Z Med J
118(1216):U1494 2004;117(1188).

% Australian Indigenous Health InfoNet. Summary of Indigenous health: end-stage renal disease. Aboriginal and Islander Health Worker
Journal 2003;27(3):22-24.

% Australian Institute of Health and Welfare. Chronic kidney disease in Australia, 2005. Canberra: Australian Institute of Health and Welfare;
2005 October 2005. Report No.: AIHW cat. no. PHE 68.

& Spencer JL, Silva DT, Snelling P, Hoy WE. An epidemic of renal failure among Australian Aboriginals. Medical Journal of Australia
1998;168(11):537-41.

% McDonald SP, Russ GR. Current incidence, treatment patterns and outcome of end-stage renal disease among Indigenous groups in
Australia and New Zealand. Nephrology (Carlton) 2003;8(1):42-8.

& Dyck RF, Sheppard MS, Cassidy H, Chad K, Tan L, Van Vliet SH. Preventing NIDDM among aboriginal people: is exercise the answer?
Description of a pilot project using exercise to prevent gestational diabetes. Int J Circumpolar Health 63 Suppl 2:80-5 1998;57 Suppl 1:375-8.
% Narva AS. Kidney disease in native Americans. Journal of the National Medical Association 2002;94(8):738-46.

% National Centre in HIV Epidemiology and Clinical Research. National Centre in HIV Epidemiology and Clinical Research, HIV/AIDS, viral
hepatitis and sexually transmissable infection in Australia annual surveillance repor 2002. Sydney: National Centre in HIV Epidemiology and
Clinical Research; 2002.

" ANCAHRD. The managment of HIV/AIDS. A resource guide for Indigenous primary health care organisations. Canberra: Commonwealth
Department of Health and Aged Care; 2000.

" ANCAHRD Ibid.

72 Australian Indigenous HealthinfoNet. Infectious diseases - HIV/AIDS [online]. 2006 [cited 8/7/2006]

3 Guthrie JA, Dore GJ, McDonald AM, Kaldor JM. HIV and AIDS in Aboriginal and Torres Strait Islander Australians: 1992-1998. Medical
Journal of Australia 2000;172(6):266-69.

™ Wright MR, Giele CM, Dance PR, Thompson SC. Fulfilling prophecy? Sexually transmitted infections and HIV in Indigenous people in
Western Australia. Medical Journal of Australia 2005;183(3):124-28.

7 Davis P. Intimate details and vital statsitics: AIDS, sexuality and the social order in New Zealand. Auckland: Auckland: University Press;
1996.

76 Hogg RS, Strathdee S, Kerr T, Wood E, Remis R. HIV Prevalence among Aboriginal British Columbians. Harm Reduction Journal
2005;2:26.

" Health Resources Services Administration. HRSA report: Native American Community Consultation Access to HIV/AIDS Care Issues.
Rockville, Maryland: Department of Health and Human Services; 2004.

"8 Kirov E, Thomson N. Summary of Indigenous health: respiratory disease. Aboriginal and Islander Health Worker Journal 2004;28(2):15-18.
™ Peat J, Veale A. Impact and aetiology of respiratory infections, asthma and airway disease in Australian Aborigines. Journal of Paediatrics
and Child Health 2001;37(2):108-12.

& Carver K, Cheek JE, Holman RC, Curns AT, Bresee JS, Lingappa JR, et al. Bronchiolitis-associated outpatient visits and hospitalizations
among American Indian and Alaska Native children - United States, 1990-2000. Morbidity and Mortality Weekly Report 2003;52(30):707-10.
8 Australian Bureau of Statistics. National Health Survey, 2001: Aboriginal and Torres Strait Islander Results. Canberra: ABS; 2002. Report
No.: ABS cat. no. 4715.0.

® Hanna JN, Torzillo P. Acute respiratory infections in Australian Aboriginal children: current knowledge and future requirements. Papua and
New Guinea Medical Journal 1991;34:204-10.

8 Read AW, Gibbins J, Stanley FJ. Hospital admissions for lower respiratory tract illness before the age of two years in western Australia.
Paediatr Perinat Epidemiol 10(2):175-85 1996;10(2):175-85.

8 Burgner D, Richmond P. The burden of pneumonia in children: an Australian perspective. Paediatr Respir Rev 6(2):94-100 2005;6(2):94-
100.

% Grant CC, Scragg R, Tan D, Pati A, Aickin R, Yee RL. Hospitalisation for pneumonia in children in Auckland, New Zealand. Journal of
Paediatrics and Child Health 1998;34(4):355-59.

& pattemore PK, Ellison-Loschmann L, Asher MI, Barry DM, Clayton TO, Crane J, et al. Asthma prevalence in European, Maori, and Pacific
children in New Zealand: ISAAC study. Pediatr Pulmonol 37(5):433-42 2004;37(5):433-42.

8 Edwards EA, Asher M, Byrnes CA. Paediatric bronchiectasis in the twenty-first century: experience of a tertiary children’s hospital in New
Zealand. Journal of Paediatrics and Child Health 2003;39(2):111-17.

Twiss J, Metcalfe R, Edwards E, Byrnes C. New Zealand national incidence of bronchiectasis “too high” for a developed country. Arch Dis
Child 89(8):768-72 2005;90(7):737-40.

8 Report on Royal Commission on Aboriginal Peoples: Gathering strength. Ottawa, Canada; 1996. Report No.: No ZI-1991/1-3E.

# Statistics Canada. Aboriginal People Survey. Ottawa, Canada: Canadia Government Publications; 1994. Report No.: Cat. no. 89-535,
1991.

® Carver K, Cheek JE, Holman RC, Curns AT, Bresee JS, Lingappa JR, et al. Bronchiolitis-associated outpatient visits and hospitalizations
among American Indian and Alaska Native children - United States, 1990-2000. Morbidity and Mortality Weekly Report 2003;52(30):707-10.
" Young TK, Reading J, Elias B, O’'Neil JD. Type 2 diabetes mellitus in Canada’s first nations: status of an epidemic in progress.[see
comment][erratum appears in CMAJ 2000 Oct 31;163(9):1132]. Cmaj 166(3):355 2000;163(5):561-6.

2 Daniel M, Rowley KG, McDermott R, Mylvaganam A, O’Dea K. Diabetes incidence in an Australian aboriginal population. An 8-year follow-
up study. Diabetes Care 1999;22(12):1993-8.

% Moore MP, Lunt H. Diabetes in New Zealand. Diabetes Res Clin Pract 57(1):23-33 2000;50 Suppl 2:S65-71.

%172.  Moore KR, Harwell TS, McDowall JM, Oser CS, Helgerson SD, Gohdes D. Diabetes among young American Indians - Montana
and Wyoming, 2000-2002. Morbidity and Mortality Weekly Report 2003;52(46):1127-29.

% Lee ET, Begum M, Wang WY, Blackett PR, Blevins KS, Stoddart M, et al. Type 2 diabetes and impaired fasting glucose in American
Indians aged 5-40 years: the Cherokee Diabetes Study. Annals of Epidemiology 2004;14(9):696-704.

% Narva AS. Kidney disease in native Americans. Journal of the National Medical Association 2002;94(8):738-46.




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /ENA ()
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


